From rather shaky beginnings the principles and techniques of intraocular lens (IOL) implantation have developed to the level that replacement of the defective lens with a prosthesis is now seen to be the preferred way of dealing with eyes undergoing cataract surgery. Other than in children the limitations on the use of 1OLs have more to do with availability and economic restraints than with surgical considerations, and yet there is a significant morbidity associated with their insertion which should not be ignored. Already a substantial number of histopathological reports of the untoward effects of 1OLs has been reported and have been well reviewed by Apple and his colleagues.' McDonnell, Green, and Champion2 identified at least 25 complications in eyes that had undergone apparently successful IOL insertion. The object of the present report is to describe our experience at the Institute of Ophthalmology in the University of London with reference to eyes wherein the prosthetic insertion was mostly unsuccessful.
Materials and methods
Over the period 1953-88 we received 104 eyes from 102 patients and 43 corneal discs (Table 1) . Eighteen
Correspondence to Professor A Garner, Institute of Ophthalmology, 17-25 Cayton Street, London EC1V 9AT. of the eyes had undergone successful procedures; all but one of the eyes were obtained post mortem. But the remainder, apart from three eyes which had received implants less than 10 days before death, represented failed implants. Two of the visually successful cases have been reported separately on earlier occasions.34 The lone eye with a visually successful implant obtained in life was from a patient found to have a malignant melanoma of the choroid some two years later. One hundred and six of the IOLs had been positioned in the anterior chamber (mostly variants of the Choyce and Fyodorov lenses), 14 were iris-clip lenses, and 12 were in the posterior chamber. The available clinical information, particularly in respect of the earlier cases, was inadequate to allow meaningful distinction between cases preceded by intracapsular as opposed to extracapsular cataract extraction.
The specimens were fixed and processed in a conventional manner prior to embedding, sectioning, The clinical reasons for failure with the corresponding histopathological findings are listed in Tables 3 and 4 .
In most cases these took the form of bullous keratopathy, glaucoma, or intraocular inflammation, but in a few cases such diverse problems as postimplantation trauma, stromal keratitis, and corneal abscess leading to perforation were implicated.
BULLOUS KERATOPATHY
Bullous keratopathy was the commonest clinical cause of failure ( Fig. 1 ), presenting in 60 of the 126 cases (47-6%). So far as could be ascertained from histological examination, there was no evidence of an The overall incidence of glaucoma in patients receiving IOLs has been estimated to vary between 0-7and 4-3% and is the second most frequent complication in terms of requiring further surgery. Documented causes include occlusion of the filtration angle by peripheral anterior synechiae' or more extensive anterior segment fibrosis,' by descemetisation, or by epithelialisation of the anterior chamber consequent on the lensectomy.' The first of these possibilities was commonest in the present series, the iridocorneal adhesion being due in turn to inflammation, presumed trauma attributable to the haptics of the prosthesis, or retinal detachment and secondary rubeosis iridis. However, appreciable degrees of anterior segment abnormality of the type outlined can be observed in clinically successful implants,' indicating that it is the extent of involvement that is important. Angle recession also appeared to be a significant factor in persons receiving anterior chamber IOLs. Pigment dispersion is a common finding, even in cases with good visual results, so that, while it may conceivably contribute to aqueous outflow restriction, it is unlikely to be a major factor in provoking glaucoma. 
